As a supporter of Dignity in Dying and a member of Health Professionals for Assisted Dying, I read Baroness Finlay's contribution1 to the above with particular interest. She certainly gave me more food for thought than any other publication opposing assisted dying. But I think she is wrong, for reasons I have not seen discussed anywhere. Baroness Finlay's main argument seems to be that doctors, as well as patients, have to make a critical decision: they have to decide whether the patient is fit to request assisted dying, and whether the patient's condition meets the criteria for agreeing to assist dying. As Baroness Finlay discusses, both decisions are difficult and the doctor can get both wrong.
Baroness Finlay's main argument seems to be that doctors, as well as patients, have to make a critical decision: they have to decide whether the patient is fit to request assisted dying, and whether the patient's condition meets the criteria for agreeing to assist dying. As Baroness Finlay discusses, both decisions are difficult and the doctor can get both wrong.
But the fact that the doctor has to make a difficult decision, and may get it wrong, does not in itself invalidate the question. If that were so, many treatments would never be offered, or requests to withhold treatment respected: doctors often have to make difficult decisions with potentially fatal results. The competencies and thought required are the same. The fact that in most situations the patient wishes to live, but here wishes to die, does not alter the argument.
What is clear is that the doctor must explain his or her understanding of the prognosis, and the uncertainty around it, very carefully to the patient and his or her family. It is then for the patient to decide whether he or she wishes to forego the small chance of longer than expected survival, and his or her anticipated quality of life during that period, in favour of ending what the patient regards as an unacceptable quality of life if and when he or she chooses to. This is the same decision, in principle, which any patient facing potentially fatal treatment, or refusal of treatment, has to make.
The fact that some patients have lived long after being offered a means to end their life underlines the uncertainty that patients must accept -and the fact that they did not, in the end, choose to end their life. But it is paternalistic to argue, therefore, that patients should suffer through not being offered this opportunity.
It is ultimately a question of empowerment and explanation. A patient seeking assisted dying must explicitly accept the fact that he or she may, unwittingly and even ill-informedly, end his or her life prematurely. He or she is in the same position as a patient accepting -or declining -critical surgery, but he or she usually has much longer to think about it and change their mind. This is certainly an option I would choose to have should the need arise. Of course doctors have to make difficult decisions and sometimes they make mistakes. Those decisions, with their concomitant risks, are intended to save life or restore the patient to health. But 'assisted dying' is different; the doctor is intending to bring about the patient's death, not trying to restore health. The balance of risk from error is very different.
Patrick Zentler-Munro
Although the risk of a mistake in diagnosis or prognosis is present, the far greater risk in legalising 'assisted dying' is that the complex and challenging assessment of those requesting lethal drugs will fall on doctors who in many cases will only recently have met the patient and know little, if anything, about them beyond their case notes. The risk of failures in assessment is considerable.
Dr Zentler-Munro will recall from his days of practising medicine the important differential that exists in knowledge between the doctor and the patient. The doctor-patient relationship is not a quasi-commercial customer-supplier relationship. The asymmetry inherent in it comes from the doctor's knowledge and experience of the condition. Most patients look to their doctors not just for diagnosis and prognosis but for guidance on how to deal with their clinical conditions. The way a doctor presents information and responds to questions can
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